Discussion
In a recent paper, Awbrey et al. (1984) reviewed the literature on late complications from intrapelvic bone cement following THR. Involvement of most pelvic structures has been described. Kumar & Jowett (1984) have recently reported a late caecal fistula following hip arthrodesis, but we believe the present case is the first report of an intestinal fistula complicating total hip replacement.
The cause of the fistula was multifactorial. Although infection presumably played a part in the persistence of the sinus, it is of interest that at post-mortem there was no abscess formation around the prosthesis and that earlier in the illness a sinogram had shown no communication with the acetabular component. This suggests that softtissue erosion over the prosthesis of a mechanical rather than infectious nature may have contributed to the pathogenesis, as noted by Awbrey et al. (1984) in their patient. This was also thought to be the cause in two reports of arthrovesical fistula (Camer 1982 , Frazier & Edelbrock 1980 . Long-term steroid therapy encouraged the softtissue atrophy in addition to any effect it may have had on delayed wound healing or predisposition to infection. With regard to the latter, it is interesting that Poss et al. (1976) found little difference in the overall infection rate for RA compared to osteoarthritis following THR in conjunction with preceding steroid therapy: although 41 of 265 RA patients were on steroids, none had infections. Other series have documented an increased risk of infection in this situation (Charnley 1972 , Arden et al. 1970 . The presence of marked protrusio acetabuli prior to THR in this patient was an additional factor increasing the risk of damage to pelvic organs.
The immediate insertion of cement is associated with an exothermic reaction and this is a cause of soft-tissue damage in the early postoperative period (Charnley 1979) . In contrast, later medial migration of bone cement into the pelvis is generally thought to be of less consequence, since protection for intrapelvic structures is normally provided by the iliopsoas (Greenspan & Norman 1978) . Our case illustrates that where the situation is complicated by factors which aggravate softtissue atrophy, there is a significant risk of fistula formation with major pelvic structures. Taken in conjunction with other reports of similar complications this seems to indicate that, in the long term, medial migration of pelvic bone cement may not be as benign a phenomenon as was previously thought. A 22-year-old seaman was admitted with pyrexia, dyspnoea and pleuritic chest pain. A chest radiograph showed bilateral basal consolidation, multiple opacities in both lung fields, and a large mediastinal mass. CT scan confirmed the chest radiograph findings, and showed multiple low attenuation lesions within the liver, consistent with metastases. Ultrasound showed multiple, well-defined echogenic foci within the liver (Figure 1) Post-mortem examination revealed that the malignancy was in fact a primary multifocal hepatocellular carcinoma, with metastatic spread to the lungs and mediastinum.
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Discussion
Although certain similarities between hepatocellular carcinoma and malignant teratoma are recognized, problems of differential diagnosis arise, as in the present case (Wilking et al. 1985 , Abelev 1971 , Sell & Becker 1978 .
Malignant teratoma most commonly occurs in the second decade of life (Lennox 1980) . In countries with a high incidence of hepatocellular carcinoma, the condition also occurs commonly in young adults, but its occurrence in this age group in a country with a low incidence -as in the present case -is most unusual (O'Brien & Gottlieb 1979) .
The serum alphafetoprotein level is raised in a number of conditions, but clinically this marker has been most useful in diagnosing and monitoring primary hepatocellular carcinoma and testicular teratoma, where especially high levels occur (Klee & Go 1982) .
Pulmonary and mediastinal metastatic spread is common with hepatocellular carcinoma (Amene et al. 1984) . As the mediastinum is not an uncommon site for teratoma, both diseases can give rise to similar appearances in the chest.
The ultrasound appearances of the liver produced by hepatocellular carcinoma have been well described (Boultbee 1979) . The difficulty of distinguishing between multifocal primary hepatocellular carcinoma and metastases of other primary tumours on ultrasound examination has been emphasized (Kamin et al. 1979 , Dubbins et al. 1981 .
Appreciation of the similarities between malignant teratoma and primary hepatocellular carcinoma may lead to earlier diagnosis. However, differentiation between these two conditions may not always be possible on clinical and biochemical grounds alone. The histological distinctions between the two disease processes often requires additional staining techniques which may not be routinely performed. 
